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 This was a revisit for the federal ESRD [CORE] 

recertification survey conducted  8/25/14, 

8/26/14, and 8/27/14.

Facility Number: 005166

Date: October 2, 2014

Medicaid Number: 200114710A

Surveyor: Michelle Weiss RN MSN

Public Health Nurse Surveyor

Census 121

InCenter HD: 95

Home Hemo 3

HomePD: 23

During this survey, one Condition for Coverage 

and 10 standard level deficiencies were found 

corrected.

Merrillville Dialysis Center was found in 

compliance with the Conditions for Coverage at 

42 CFR 494. 

Quality Review: Joyce Elder, MSN, BSN, RN

October 6, 2014
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